The doctor's holding of a family by his being able to tolerate their anxieties and the anxiety they cause in him is of crucial-importance. Encopresis is associated with anxiety; anxiety about guilt, about shame and about loss of control; about curiosity, love and hate. These intense anxieties may be contained by the doctor with the help of his understanding; and if the doctor can contain the anxiety even when he does not fully understand the reasons for the anxiety, then his patient will feel held. This holding of a patient and his family is facilitated in an on-going relationship; this important continuity of care is difficult to provide in a hospital setting, but is necessary for the proper care of these patients.
Emotional development takes time. The family and the doctor need time to work out an understanding of their difficulties. Meanwhile, symptoms may persist. I want to encourage the toleration and understanding of psychological symptoms, to forsake the naturally strong wish to remove symptoms and in this way to help contain our patients' anxieties. A setting will then be provided for self-healing as well as healing through the uhderstanding of the physician.
Dr Hugh Jolly (Charing Cross Hospital (Fulham), Fulham Palace Road, London W6 8RF) A Piediatrician's Views on the Management of Encopresis Some authorities use the term 'encopresis' to describe psychogenic incontinence only. However, Dorland's Medical Dictionary defines the term as meaning incontinence of feces not due to organic defect or illness, without specifying a psychogenic cause. I shall use the term in this sense.
In my experience the majority of children who soil are suffering from chronic constipation with secondary fiecal incontinence. Relatively few children soil without being constipated and these are usually the more emotionally disturbed. I suspect that this group more often has associated enuresis. I believe that psychogenic factors operate in both groups of patients and I therefore disagree with the separation into psychogenic and mechanical groups described by Coekin & Gairdner (1960 , British MedicalJournal ii, 1175 . I no longer accept the views put across in my medical training, which conform to those of the general public regarding the symptoms caused by constipation and are so relished by the laxative manufacturers. I do not believe that constipation causes tiredness, headache, sleepless-ness, furred tongue or a poor colour. Nor do I believe that lack of exercise or lack of roughage causes constipation in normal children.
Moreover, constipation, in the absence of intestinal obstruction, is not a cause of acute abdominal pain. Nothing is more dangerous than to diagnose constipation as the cause of a child's abdominal pain and then to send him home with a laxative or suppository.
However, these are the symptoms which concern parents, leading them to continue dosing their children, since their parents brought them up to believe in the dangers of constipation and the need for a regular 'clean out'. The average parent is more worried by constipation than by diarrhoea, yet the latter is a far more serious symptom in young children; it is interesting to speculate on the reason for this view. Possibly the association of constipation with febrile illnesses, and a subsequent return to a normal bowel habit with recovery, led to the belief that it was the constipation which caused the illness. The very word constipation is often used inaccurately by mothers, especially in developing countries where it may be used to indicate the area of the body in which she believes the child's illness to reside.
Because a mother's childhood experiences influence the way she handles her child, many children are still fiercely pot-trained. The later refusal of the pot-trained child to use his pot once he develops his own volition is therefore understandable, particularly since he has now entered the usual negativistic phase of the normal toddler. This causes him to strain to hold on to stools, though the act is often mininterpreted by mothers who believe that their child is straining to have his bowels open. Most mothers can be helped to understand the true situation, particularly when it is pointed out that the child is straining while erect and often while holding on to furniture, whereas he would be squatting if he was trying to open his bowels. Some toddlers are so loath to lose the stool that they push it back when it is already half out.
Although abdominal pain is not a feature of chronic constipation the child certainly suffers emotional pain in his distress at not being able to hold on to his stools. This accounts for much of the irritability which occurs in the day or two before the inevitable bowel action and is often wrongly attributed by mothers to abdominal pain from straining to have the bowels open.
An anal fissure causes local pain and must be carefully excluded. I believe this condition to be less common than supposed and in the absence of anal spasm on gentle rectal examination it is most unlikely to be present.
Another manner in which the toddler exerts his negativistic tendencies through his bowels is by opening them in inappropriate places such as in the drawing-room behind the sofa. Such children are seldom constipated since they have found an alternative way out for the emotional pressures to which they are being subjected. It is as though they have the whole drawing-room for their pot. This differs from the commoner group who are fixed on not having their bowels open into the pot or loo and therefore concentrate their attention on this aspect and try not to have their bowels open ahywhere. The drawing-room child is behaving similarly to the infant who refuses to use his pot and then immediately he is put into a clean nappy lets go and has his bowels open.
It is interesting that chronic constipation is twice as common among boys as in girls. This could reflect a greater degree of aggression and defiance amongst boys.
Acceptance of all these etiological factors makes treatment easy since it is necessary only to give parents insight into these causes. Direct treatment with laxatives, enemata and, worse still, bowel washouts only makes matters worse. An inflamed part should be rested. A direct attack on the rectum, including manual evacuation in what might be termed the 'bucket and spade' approach, is an attack on an emotionally inflamed part.
Why do doctors find this so difficult? Partly because, like the parents they are treating, they have been brought up to believe in the mythical hazards of constipation. Partly because they fear that the palpable fical masses in the abdomen will ulcerate the bowel. I have never met stercoral ulceration from this cause despite following for months very many children with large fecal masses. Direct bowel therapy could perhaps be justified if it worked, but it causes only a temporary emptying of the retained stools.
Having been medically trained to a bucket and spade approach, I was much influenced by listening to Dr Ian Berg at Great Ormond Street. His findings (Berg & Jones 1964, Archives of Disease in Childhood 39, 465) showed greatly improved results from treating these children with psychotherapy and laxatives instead of the then orthodox approach of laxatives and washouts. I have now gone one step further and use psychotherapy only, no longer even prescribing laxatives. In most cases, this psychotherapy can be practised at a relatively light level, by a pxdiatrician.
The following paper was also read: Psychoanalytical The Modern Practice of Separating a Newborn Baby from its Mother Child rearing begins at birth: this is a preliminary study to explore the possible short and long term consequences of removing a newborn baby from its mother. Barnett has been quoted by Klaus & Kennell (1970) as saying, in a study of 220 cultures, that only in the special care nurseries of the Western world are babies separated from their mothers in the first few days. After a hospital delivery some degree of separation is very common. We have found that in 74 out of 240 (31 %) deliveries in hospital the mother had not held her baby in the first hour after delivery. Evidence is accumulating that separating a mother from her baby may have unhappy, even disastrous, consequences. Lynch (1975) has reported that of 25 consecutive battered babies admitted, 10 (40%) had been in a special care unit compared with 2 out of 35 (6%) of the unbattered siblings. Klein & Stern (1971) found a high incidence of low birth weight among battered babies: low birth weight babies are often separated.
Altering the amount of contact between a mother and her baby influences her subsequent attachment behaviour. Klaus et al. (1972) found in a prospective study that mothers given extended contact with their naked babies early in the neonatal period showed more attachment after one month than a control group given 'normal' contact, but these differences were subtle and have not been shown to be long lasting.
Between these subtle changes and the breakdown of relationship associated with child abuse it seems likely that disturbances of an intermediate kind would occur and be revealed by simple enquiry.
In this study we examine the relationship between the amount of separation of mother and baby in the first week after delivery and excessive crying and other problems in the subsequent six months. The enquiry was retrospective and suffers from the limitations of such an approach but it has had the advantage of enabling us to gather information about our cases over several years and to report an increased incidence of
